Aberrant Cilia.-F. W. LAW, F.R.C.S. D. D., a boy, aged 7 years, first seen in May, 1931, came to me for refraction; his mother said he had always had an extra bunch of eyelashes; apparently he was born with them. I have never seen anything like the condition before, and I think it is a dermoid. The hairs exactly resemble the cilia of the lid margin; there is a bunch of six or eight springing from a pocket in the apparently normal skin about half-way up the upper lid.
Episcieritis due to Focal Sepsis.-A. F. MACCALLAN, C.B.E., F.R.C.S. I showed this case in February last (for previous notes see Proceedings, 1931, xxiv, 889, Sect. Ophthal. 33) . As only moderate improvement followed the operation on the left antrum, it was repeated, and bilateral turbinectomy was also performed. Within a few days the patient's condition began to improve, and has continued to do so ever since. There is now no pain or discomfort, and vision isin each eye. There has been no ocular treatment, except a few drops of normal saline solution. The condition was an episcleritis, which has been cured by the elimination of focal sepsis.
Some Selected Cases of Reconstructive Surgery in the Orbital
Region.-T. POMFRET KILNER, F.R.C.S. I propose to demonstrate fifteen cases of plastic work about the orbit by means of photographic records.
The first seven of these cases have been exhibited here to-day and will be dealt with in some detail.
Case 1 ( fig. 1 ) illustrates the use of the Thiersch graft for the reconstruction of an eye socket sufficiently large to allow of the wearing of an artificial eye of normal size.
This patient gave a history of injury to the right eye at eight years of age. The eye was removed when she was twelve years old. No artificial eye was worn until she was twenty years old when attempts to fit one proved unsatisfactory and a skingrafting operation in the lower sulcus region was carried out in Nottingham.
When I first saw her she was aged 31, and was wearing a very small artificial eye which looked almost directly upwards. There was practically no sulcus above and very little below, except in the middle third where the remains of the previous skin-graft could be seen. The upper eyelashes were drawn in and lay on the surface of the eye. Through the lower eyelid there was a fistulous opening from which tears escaped.
The first pair of photographs show her appearance at that time. It will be noted that the eyelids cannot be approximated in spite of the very small size of the artificial eye.
The second pair of photographs indicate her condition after freeing of the lids and reconstruction of the socket by means of a Thiersch graft applied on a large glass mould. The fistulous opening in the lower lid has been closed.
The artificial eye now worn is of normal size and the eyelids are readily approximated over it. The eyelashes no longer lie on the eye. Case II.-(Photographs of this case were published in Recent Advances in Surgery," London, 1928).-The patient was referred to me from the Radium Institute by Mr. Hayward Pinch in 1924. She was then aged 38 and had suffered from lupus of the face since she was eleven years old. Her early treatment bad been by "scraping" and later she had had many years' treatment by radium.
There was much scarring of the left cheek and many telangiectases were present. The eyelid was dragged down and out. In one region active ulceration was still present though it was difficult to say whether this was true lupus or the result of treatment. 0 
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In this case I followed what I consider the soundest principle in such cases, when the outlook is doubtful-namely, the replacement of the diseased area by the most surgically economical means at one's disposal, the Thiersch graft. I freed the lower eyelid, excised the scarred area of the left cheek and applied a single large Thiersch graft on a mould. The graft took well, restored good function to the eyelid and, as you have seen, gave also a most gratifying cosmetic result.
In this case there occurred further -ulceration, but not in tbe grafted area.
Dermatologists are inclined to oppose the excision and grafting of old lupus areas because they fear the stirring up of local disease. In this case the only further 3 59 RN '_"", ?:MM ' - iN.e _s@+ Bkat3F CsII FI. 2. Exten ive_lui scrrn of fac trae .,, mu til Therc graft t .SULteylds_os,upe li an cheks,..__ ulceration was anterior to the graft and this area reacted favourably to excision and grafting. Recently I have excised a scarred area from the neck and you will have noted that this area is still rather wrinkled. Grease massage is being carried out here and the cosmetic result in this region is likely to be every bit as good as that obtained in the face. Case ll (fig. 2 ).-This patient had suffered from extensive lupus of the face since she was 11 years old. At the time of my first examination, when she was referred to me from the Radium Institute by Mr. Roy Ward, she was thirty-four.
She had undergone a great variety of treatment and, during the last year, had been having radium treatment at two-monthly intervals. This had produced improvement, but there were still several areas of ulceration and much brawny swelling of the upper lip. It was difficult, again, to say whether these were true lupus or, in part at any rate, the results of treatment. There was ectropion of both lower eyelids, more marked on the left than the right side, and epiphora was very troublesome. The latter had persisted in spite of incision of the canaliculi. I commenced treatment in this case again by the surgically economical replacement of scarred areas by Thiersch grafts. The ectropion on the right side was treated on the usualk lines: incision from canthus to canthus, just outside the eyelashes, gradual division of all scar tissue bands, and the application of the graft on a small Stent mould held in position by sutures which everted the lid over the mould and so pressed the graft home on the raw surface. On the left side I freshened the lid margins in their middle two-fourths and sewed them together before incising and freeing the eyelids. On this side the graft was applied on a flat mould, for part of the cheek skin was excised at the same time.
The second pair of photographs indicates the appearance in an intermediate stage and illustrate the appearance of a recently grafted eyelid.
The third pair of photographs illustrates her appearance about fourteen days ago before my last intervention. The nose skin has been replaced by Thiersch grafts, as have also large areas of both cheeks and upper lip. Ten days ago I inserted a small fat graft under the Thiersch graft of the left eyelid to fill up the hollow in this region and a similar graft has improved the appearance of the bridge of the nose. Various other minor trimming plastics were carried out at the same time.
The points considered worthy of note in this case are: (1) The satisfactory functional result in the eyelid regions. (2) The great improvement in the patient's mental attitude towards life. (3) The complete absence of any suggestion of recurrence of lupus in the grafted areas.
Case IV ( fig. 3 , p. 6).-This case has been shown to illustrate the cure of severe ectropion by Thiersch grafting and the reconstruction of eyebrows by free fullthickness (Wolfe) hair-bearing grafts from the post-mastoid region. The case itself and its photographic records indicate well what an important part reconstruction of eyebrows plays in the cosmetic results in burn cases.
The patient was removiDg a bung from a drum of nitric acid. The bung was defective and flew off, the patient receiving a large quantity of acid full in his face. The early eyelid grafts in this case were carried out as a prophylactic measure, for the left eye was dangerously exposed. Contraction occurred in these and further grafting was carried out at a later date. The eversion of the upper lip was treated in a manner precisely similar to that used for the eyelids. covered by healthy granulations, but contraction was already beginning. There was some haziness of the lower half of the cornea. As a prophylactic measure the margins of the eyelid remains were sewn together, the granulations gently 7 Sectons of' Ophd* l6gy 63 shaved off and a Thiersch graft applied on a mould. After separation of the lids, further contraction occurred and the lower half of the globe was left exposed. A new lower eyelid was reconstructed by means of a forehead flap, and at the same time a narrow strip of eyebrow skin was sutured in position in the split margin of the upper lid. Since that time I bave attempted to reduce the thickness and immobility of the lower eyelid, but the case still illustrates the isappointing results to be expected in reconstruction by full thickness faps in this region.
The photographic records do not show the eyelashes, but a complete line of them is present. They grow freely and require frequent trimming. One cannot help feeling that, in a patient of different type, much more might be made of them with the aid of a suitable cosmetic.
Case VI.-This is primarily a jaw case in which I have carried out a bone graft from the iliac crest for the reconstruction of the right side of the mandible. The loss of bone was due partly to what was diagnosed as a sarcoma in childhood and partly to prolonged X-ray treatment which had destroyed all hair on the right side of the face. The scarred area of the right cheek has been replaced by a tubedpedicle flap from the cbest and the eyebrow has been reconstructed by a fullthickness hairy graft from the post-mastoid region. Comparison between the photographic records of the early condition and the patient's present condition indicates again the importance of eyebrow reconstruction in disfigured cases of this type.
Case VII (fig. 4, p. 7 ).-This case was referred to me in September, 1929, by Mr.
Richard Colley, of Bath, with a history that shortly after birth there appeared eversion of the eyelids and some discharge from the eyes. When two years old the patient spent two months in hospital where, apparently, bilateral external canthorrhaphy was carried out. When she was five years old a further operation was performed on the left lower lid and she has been in hospital for minor operations on some four further occasions.
When I first saw her she was nearly eight years old and although the history left little doubt that the condition had improved, the lower eyelids were still very far down, everted, and sagging away from the globe. There were scars in both external canthus regions and one vertical scar in the centre of the right lower eyelid where a wedge-excision had evidently been carried out. The sight was stated to be good in both eyes. Muscle action appeared to be good and forcible closure of the eyelids expressed tears. There was obvious shortage of skin in a vertical direction in all four eyelids and normal closure of the eyes left the lower half of the globe uncovered.
Treatment of this case was carried out on the lines used for the cure of cicatricial ectropion-the eyelid margins being sutured together before applying the grafts on moulds. The right eye was treated first and the left after a period of two months, when it was considered safe to separate the marginal adhesion on the right side. Some contraction of the grafts occurred and further grafts were added to the right lower and the left upper eyelids. The photographic records and the case itself indicate the improved covering of the globe which has been obtained.
Case VIII.-A severe sulphuric acid burn of the face. Marked ectropion of the right upper lid. Remains of socket mucous membrane on the left side from which the eye had been removed.
The ectropion was treated by Thiersch grafting; the burnt skin of the nose was replaced by a non-hairy Wolfe graft, the left alar deformity being corrected at the same time; the deformity of the angle of the mouth and the eversion of the lower lip were corrected by a small tubed-pedicle flap from the neck.
Case IX (fig. 5 ).-A case of severe downward drag on the right lower eyelid following a burn produced by falling forward on the fire in a faint. The patient was not an epileptic.
The photographic records show the cure of the ectropion by Thiersch grafting and also the correction of eversion of the upper lip by similar means. Case X. A case of forehead-flap reconstruction of a nose completely destroyed by lupus and the correction of ectropion of the right lower eyelid caused by healed lupus scarring of the cheek.
The records show the original condition and the gratifying appearance at the time of the patient's return to Dublin five weeks later. She will return later for a cartilage graft to the nose which will give greater definition to the bridge line. The ectropion has been completely corrected and the extent of the graft is clearly seen in both front and side views.
Case Xl (fig. 6 ).-A further case of facial burns illustrating the reconstruction of an eyebrow by a free hairy graft. Case XII (fig. 7 ).-A case of severe burns of the face with marked ectropion and loss of part of the nose and the whole of the right ear. The patient was an epileptic and fell on the fire, remaining there for a long time before she was discovered. The cheek and nose have been reconstructed by flaps, and the eyelids have been Thiersch grafted. An eyebrow has been added by the method previously described. Case XIII (fig. 8 ).-A case in which extensive loss of bone in the malar and infraorbital regions followed a motoring accident. Diplopia was present and eyelids and eyebrow drooped consi(lerably. There were ugly depressed scars which were excised and a large fat graft from the abdominal wall was inserted to restore contour. Some of the fat was insinuated under the globe. Depressed scars raised by fat grafts: skin loss replaced by Thiersch grafts.
To prevent early contraction of grafts, the eyelids were sutured together after marginal freshening: the lower photographs show the condition before division of the marginal adhesions on the left side.
Manchester, in which extensive destruction of the infraorbital margins followed some apparently trivial injury in early childhood. The history is not clear as to the nature of the bone necrosis, but as it is stated that some bone was discharged from the mouth it is surmised that there might be some luetic factor in the case.
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Section of Ophthalrnology 69 The lower half of the globe was exposed on both eyes. There were deeply depressed scars dragging the lower eyelids down and back to the remains of the orbital floor and completely everting the conjunctiva.
The scarred areas were undermined and fat grafts inserted to fill the depressions. This gave great functional and cosmetic improvement, but it was obvious that there had been some loss of skin. This was made good by Thiersch grafts, and the photographs indicate the result obtained to date.
Case XV.-This is a case of very extensive lupus of the whole face and much of the body, referred to me at the Lord Mayor Treloar Hospital at Alton by Sir Henry Gauvain. Early photographs indicate the desperate condition of the patient before he received treatment by Finsen light. When I first saw him great improvement had been obtained, but there remained complete loss of the nose with stenosis of the nasal airways, eyelids partly destroyed and no longer capable of covering the eyes and extensive corneal opacities.
Mr. Duke-Elder saw him and agreed that every effort should be made to secure a covering for the eyes, as the patient had some sight remaining. In spite of the still active patches of lupus about the face, I was fortunate enough to succeed in providing covering for both eyes by means of Thiersch grafts, with the addition of a small forehead flap on the left side.
The upper lip and nose have been reconstructed by a tubed-pedicle flap brought up, via the wrist, and it will be seen that sufficient material is now in place to transform a hideous-looking object into a presentable being.
Di8cu8sion.-Mr. 0. GAYER MORGAN asked as to the secretion from the socket. Some sockets, when they had been grafted, became unpleasant; there was an unpleasant odour from the sodden epithelium, especially when the glass eye was removed. He would like to know whether Mr. Kilner used any method of scraping away the sodden epithelium as it accumulated.
Mr. W. S. DUKE-ELDER said that from time to time he had seen at the Hospital at Alton the last case described, and he could confirm what Mr. Kilner said about the terrible appearance. It was difficult to see where the cornea began and where the selera began; the whole eye was a mass of grey tissue, and it was difficult to know how much was lupus, and how much was the result of exposure. But since the lids had been partially formed, the cornea had cleared up a good deal. It was extraordinary how quickly the vision came back.
In fitting artificial eyes the main deformity which worried people was, in many instances, the hollowness in the upper lid above the artificial eye. He would like to know whether there was any simple way of giving a normal full contour to the upper lid in those cases; it would greatly help the appearance.
Mr. F. A. WILLIAMSON-NOBLE said, with regard to cases in which there were moderate degrees of ectropion of the lower lid, that he had received a small reprint from Dr. Wheeler, of New York, in which it was suggested that if one could take some of the skin of the upper lid where it was loose and put it into the lower lid it would be an advantage, as it was the same colour, and it could be removed without causing subsequent deformity, also it was difficult to detect the junction of old and new.
Mr. J. FOSTER asked whether there was any method by which one could replace lost conjunctiva when the eye was still present. Most of the plastic operations in this region had as their object re-forming a socket in which the eye had been destroyed, and to retain a prosthesis. Some attempts had been made with mucous membrane from the mouth to replace conjunctiva, but it contracted so much that it was difficult to retain it in position.
Attempts to re-line an eye socket with Thiersch grafts involved so much irritation to the cornea that it was impossible to retain the eye or the graft. Had Mr. Kilner been able to get over that difficulty ?
Mr. KILNER (in reply) said that he occasionally encountered the unpleasantly smelling socket. It was due, he thought, to the exfoliation and maceration of epithelium from the Proceedings oJ the Royal Society of Medicine graft. He cleaned out the socket with pledgets of cotton-wool soaked in peroxide and trained the patient to do this for himself. He had had no case in which the smell persisted after the graft had become finally established. Grease massage to the graft, carried out by the patient himself, helped to prevent contraction in the early post-operative period.
He always used a mould much larger than the final prosthesis, because allowance must be made for contraction, and his experience of skin-grafting in the mouth made him stress the necessity for excising all scar tissue and not merely attempting to epithelialize chink-like sulci produced by simple incision.
As was illustrated by cases at Sidcup, newly established sulci, whether in mouth or eyesocket, would contract in a remarkably short time. The temporary prosthesis rhould not be left out of position for longer than was required to carry out the essential toilet of the new cavity.
He agreed that it was unnecessary to disturb any normal mucous membrane remaining on the inner aspect of the eyelids but he did not see why a Thiersch graft in this situation should lead to a thickened appearance of the lids. The socket case he had demonstrated did not show this defect, although both eyelids were covered by graft on their inner surfaces. He imagined that the thickness referred to was due to the use of either a whole thickness skin-graft or a very thick Thiersch graft. The thinnest possible graft should be employed: the use of a Wolfe graft, apart from its thickness, gave the risk of troublesome growth of hair in the socket.
Reference had been made to the question of hollowness in the upper eyelid region. He depended on the artificial eye maker for the prevention of this by the shape of the eye. Fat could readily be introduced in this region, but he did not think that to do this would be tackling the problem correctly. After all, the globe was responsible for the normal protrusion of the upper eyelid and the artificial eye fitted into the grafted socket should be capable of imitating the globe.
Mr. Duke-Elder had referred to the Alton case. He hoped that Mr. Tudor Thomas might be persuaded to carry out a corneal graft on this patient: it would be a great achievement to make the boy see reasonably well now that he was beginning to have passable looks.
Wheeler, of New York, was a master of eyelid reconstruction and there was no question that if normal eyelid skin could be obtained for the repair of an eyelid the best cosmetic result would be obtained. In none of the cases shown had there been available any upper eyelid skin for use on the lower lid. This absence of local material was common to most burn cases. He (Mr. Kilner) sometimes used the skin of the upper eyelid as a double-pedicled flap (Tripier method) in the reconstruction of a lower lid.
Reference had been made to mucous membrane grafting into ocular sulci when the eye was still present. Sir Harold Gillies and he had carried out a number of such grafts and had reported the results in a short paper.' The difficulty in these cases was to ensure proper pressure dressing of the grafts and they had been greatly helped in this respect by Mr. Millauro, who had expended much time and skill in preparing shells which could be worn in front of the eye without producing cupping effects on the cornea. These shells, alone or with the addition of small wax moulds, kept the grafts pressed home on the raw surfaces produced by division of adhesions between eyelid and globe. In some cases it had been possible to hide a disfigured but movable eye by a permanent shell-prosthesis of this kind. There were two further conditions which he would have liked to talk about-ptosis and facial paralysis. He did not know the best procedure for the former, but had obtained gratifying results by following Blaskovics' technique and approaching and shortening the levator from the inner aspect of the eyelid. :+He felt that this was perhaps trespassing on the ophthalmic surgeon's field.
For facial paralysis he and his colleagues had been using fascia lata grafts with increasingly satisfactory results. He had a case now in a nursing home in which, in addition to the sling-grafts to support the lower face, he had introduced a fascia lata strip from the temporal region through the tissues of the upper eyelid, anchored it around the internal palpebral ligament and carried it back to the temporal region through the tissues of the lower eyelid. The result of this procedure, originally described by Blair and Ferris Smith in America, was most encouraging.
